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Solitary fibrous tumor (SFT) is a rare tumor affectingadults. The incidence of SFT is 2.8 cases per 100,000,and it is commonly located in the visceral and parietalpleura.1 Extrapleural sites also have been described.2 In
contrast to malignant mesothelioma, it occurs independently of
asbestos exposure. The diagnosis of SFT requires immunohisto-
logic analysis because of its lack of distinctive histologic charac-
teristics: the “patternless pattern.”3
We report an SFT located in the mediastinum that mimicked a
neurogenic tumor.
Clinical Summary
A 55-year-old woman was admitted to our hospital with in-
creasing symptoms of dyspnea and cough without sputum pro-
duction. She denied any history of cigarette smoking and any
asbestos exposure. The results of routine blood testing, electro-
cardiography, spirometry, and arterial blood gas analysis were
normal. Chest radiography revealed a well-circumscribed round
mass in the left superior mediastinum. A chest computed to-
mographic (CT) scan confirmed a well-delineated mass of solid
appearance in the superior left mediastinum, but the pleural
relationship was unclear. This mass measured 6  6.5 cm,
involved the costovertebral plane and the aortic arch, and
displaced the adjacent lung parenchyma, thus simulating a
peripheral neurogenic tumor (Figure 1, A ). Subsequently, mag-
netic resonance imaging was carried out: there was no aortic
arch involvement, but the mass was indissociable from the
rachis, and the suspicion of a neurogenic tumor could not be
ruled out (Figure 1, B ). A CT-guided needle aspiration of the
mass yielded inconclusive results, and therefore surgical resec-
tion was planned. General anesthesia was induced, and the
patient was intubated with an endotracheal double-lumen tube.
With the patient in the right lateral decubitus position, a
muscle-sparing lateral thoracotomy in the left fourth intercostal
space was performed. The tumor was easily seen, originating
from the parietal pleura with a vascularized pedicle. There was
no invasion into the mediastinal structures. The mass was
carefully isolated, and en bloc resection, with partial pleurec-
tomy to minimize the chances of recurrence, was carried out. At
gross examination, the mass measured 6  6.5 cm and appeared
firm, encapsulated, smoothly lobulated, and well circumscribed.
The postoperative course was uneventful, and the patient was
discharged home on postoperative day 6.
Histologically, the lesion showed a tangled network of fi-
broblast-like cells squeezed in abundant collagen fibers, many
of which were keloid-like and arranged in a patternless pattern.
There was a lack of nuclear aberration and rare mitoses. There
were no necrotic or hemorrhagic zones (Figure 2, A ). Immuno-
histochemical staining showed strong positivity for vimentin,
CD34, CD99, and blc-2 in fibroblast-like cells (Figure 2, B ). A
final diagnosis of benign fibrous tumor of the pleura was made.
The specimen was sent to an outside reviewer at another insti-
tution, who confirmed the diagnosis.
One year later, the patient is in good health, and chest radiog-
raphy and CT scanning have revealed no sign of local or distant
tumor recurrence.
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Figure 1. Chest computed tomographic
scan (A) and chest magnetic resonance
image (B) showing a well-delineated mass
mimicking a peripheral neurogenic tumor.
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Discussion
The SFT is an uncommon spindle cell neoplasm of the pleura and
was first described by Wagner in 1870.4 Klemper and Rabin5
interpreted the SFT as a form of mesothelioma and classified it in
localized and diffuse types. SFT is a rare tumor, now proved to be
of nonmesothelial origin, representing a small percentage of tho-
racic surgical activity (1%).1 It develops between the fifth and
seventh decades of life, regardless of a previous history of smoking
or asbestos exposure, and usually it is of a benign nature, with the
malignant form occurring in 12% of cases.1,2 SFTs are usually of
modest size, asymptomatic or poorly symptomatic, and occasion-
ally discovered at routine chest radiography. Extrathoracic symp-
toms, seen in large tumors, include osteoarthropathy, digital club-
bing, and hypoglycemia.2 The malignant form of SFT is bigger
and symptomatic.2
Diagnostic tools, such as chest radiography, CT scanning, and
magnetic resonance imaging, are helpful but not decisive in estab-
lishing the diagnosis. Even fine-needle aspiration is often incon-
clusive. Only surgical excision, with subsequent immunohistologic
examination, can be diagnostic. Immunohistochemically positive
CD34 staining is decisive in establishing the diagnosis differenti-
ating SFT from mesotheliomas, synovial sarcomas, fibrosarcomas,
and neurogenic tumors. In addition, the bcl-2 essay can confirm the
diagnosis of SFT in case of CD34 negativity.
Complete surgical excision with underlying tissue removal
lends itself to complete cure and minimizes tumor recurrence.
Adjuvant postoperative chemotherapy, radiotherapy, or both
have been used, but their efficacy remains unproved. Thoraco-
scopic surgery represents a valid and more modern approach,
even if contact metastasis and local recurrence can occur with
this technique.2
We believe that because of SFT’s malignant potential and
the uncertain diagnosis by means of needle or transbronchial
biopsy, surgical exploration is imperative, even in asymptom-
atic patients.
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Figure 2. A, Tangled network of fibroblast-like cells squeezed
in abundant collagen fibers and arranged in a patternless
pattern. (Hematoxylin and eosin stain, original magnification
40.) B, Immunohistochemical stain shows strong positivity
for CD34. (Original magnification 10.)
Brief Communications
1242 The Journal of Thoracic and Cardiovascular Surgery ● November 2006
